reviewed the evidence, focusing on mental disorders in LAMICs. The major messages arising from the series are listed in Table 1 .
In spite of this evidence, MNDs in LAMICs are, arguably, the most neglected global health problem on virtually any metric we choose. The ratio of burden to resources available for mental health care in LAMICs is extremely inequitable, perhaps one of the worst among all major health domains. Unsurprisingly, the 'treatment gaps' for people with MNDs exceed 50% in most countries and approach 90% in some. Large numbers of people with MND suffer some of the most appalling human rights abuses witnessed in modern times, often perpetrated within the institutions run to care for them. Family members, left often without any access to care, are forced to rely on restraints and other degrading practices to manage disturbed behaviours. The vast majority of those who suffer from MNDs with no obvious externally apparent symptoms (for example, those with depression or alcohol-use disorders) are simply ignored altogether.
The Lancet series ended with a call to action to scale up services for people with mental disorders. A number of initiatives have been launched in response to this call to action. A crucial goal is to describe packages of care for specific mental disorders. The WHO's new Mental Health Gap Action Program (mhGAP) specifically aims to develop packages of care for seven mental, neurological and substance-abuse disorders and for suicide. The World Psychiatric Association has launched an initiative to assess psychiatrists' perspectives on delivery of evidence-based treatments for mental disorders across the continuum of life, with a focus on mechanisms that aim to achieve equity of coverage in low-resource settings. The journal PLoS Medicine will soon publish a series of articles on packages of care for six MNDs. The Movement for Global Mental Health has launched a website from which unpublished packages of care can be disseminated.
All these initiatives focus on either specific disorders or specific demographic groups. The key challenge remains how these various packages can be integrated across disorder categories and demographic groups and, furthermore, how these can be integrated within existing health-care programmes. In this article, the evidence available so far is utilized to propose such an integrated model. The article will first consider how disorders can be grouped based on shared clinical, epidemiological and health-service considerations. Next, the delivery of the packages of care for each group of disorders will be considered based on a primary-care delivery system serving a defined population or 'health district'. This article is based on the development of a District Mental Health Program (DMHP) proposal developed by the authors, on behalf of the government of a state in India, in response to the National Mental Health Program of India.
Integrating clinical syndromes
Modern classifications of MNDs, such as ICD10, have more than a hundred diagnostic categories. Even shorter, pragmatic classifications, such as the primary-care version of ICD10, contain more than 20 mental disorder diagnostic categories. Many of these categories can be merged, for health-service planning, based on similar epidemiological and clinical characteristics. In this article, we have proposed a broad classification of MNDs for reasons shown in Table 2 .
Based on this pragmatic classification, a substantial body of epidemiological research shows that approximately 5% of the adult and child populations suffer from an MND that needs clinical intervention. The commonest MNDs in adults are common mental disorders (CMDs) and alcohol-use disorders (AUDs); CMDs are the commonest MNDs affecting women, whereas AUDs are the commonest MNDs in men. The most frequent MNDs affecting children are mental retardation, epilepsy and mood disorders. About 1 in 5 adults attending primary care suffer from a CMD. There are some contextual variations in these epidemiological findings -for example in the exact prevalence rates -but these estimates are of general use for health-district planning. Most MNDs are more frequent among the less educated and poor. Social factors, in particular economic deprivation and violence, are strongly associated with CMD. Most people with an MND do not receive evidence-based treatments; the treatment gap for CMD and epilepsy, for example, is over 80% in some contexts. Severe MNDs are associated with considerable stigma and discrimination in levels of society, leading to exclusion from participation in education and employment, and pose a huge burden on caregivers.
This pragmatic classification of MNDs is the basis for designing the intervention framework of the DMHP. Thus, the management of common MNDs relies principally on early detection through routine or high-risk group screening of general or primary health-care attenders. The management of severe MND relies principally on active case-finding and follow-up in the community and adequate provision for in-patient care for severe presentations. Details of the delivery of evidence-based interventions are presented below. The DMHP presented in this article is primarily intended to inform the development of an integrated service-delivery plan for a specific district in India; however, this programme can also serve as a paradigm that can be adapted for use elsewhere.
Values and objectives of the District Mental Health Program
The values of the proposed DMHP plan are consonant with the themes of India's National Mental Health Policy: Vision 2020 document, which envisaged:
• accessibility of at least basic MND care facilities within the community to as large a section of the population as possible;
• affordability of MND services with regard to the initial capital cost as well as recurring expenditure (including that on essential drugs) to accord with limited resources and low income levels of the consumer population;
• adaptability to the widely varying geographical, socio-cultural and economic mosaic characteristic of India's health system;
• acceptability of MND health care by the target population in the context of low levels of literacy, ignorance, superstition, economic backwardness and lack of empowerment of women, adolescents and children;
• assessment of performance at the ground level through continuous monitoring, audit and periodic review and introduction of necessary corrective measure and relevant feedback for future planning.
The objectives are consonant with the draft 11th National Mental Health Program and the Movement for Global Mental Health: to scale up services for MND based on the best available evidence of effectiveness and protection of the human rights of persons affected. Ultimately, the plan aims to:
• promote early recovery in people suffering from MNDs;
• promote the health and quality of life of people suffering from MNDs;
• promote inclusion and reduce discrimination experienced by; to people with MNDs;
• reduce premature mortality associated with MNDs. 
The District Mental Health Plan
The starting point for the District Mental Health Plan is the broad categorization of MNDs, as outlined earlier. The next step is the identification of effective treatments, on the basis of two key recent analyses: the Disease Control Priorities Project and the systematic review of treatments for mental disorders in the Lancet series. These treatments are summarized in Table 3 . The focus is on individual level interventions within the domain of the health sector (therefore, structural or policy interventions, such as taxation on alcohol use are not included in this plan).
There is much weaker evidence on scaling up these efficacious treatments in LAMICs, but there is a growing evidence base on the effectiveness of task-shifting for the care of a variety of MNDs in such settings. Based on these pieces of evidence, the plan concentrates on the delivery of services by four types of human resources (Table 4) : the health district manager, the programme leader, the health counsellor and community volunteers/service users.
The primary additional human resources to be employed through ring-fenced mental health programme funds are the Mental Health Program Leader (MHPL) and the health counsellors. We estimated the requirement for one MHPL to cover a population of about 500 000-750 000 people, i.e. the population of the selected health district. Within this district, there are a number of primary health centres (PHCs). The MHPL takes overall responsibility for all clinical aspects of the programme. He/she would visit each PHC on a regular basis and would be responsible for monitoring the quality of care, building capacity, supervising PHC staff and assessing complex cases. He/she would also be responsible for training and supervising health counsellors. Finally, they would be primarily responsible for ensuring that people with MNDs are not discriminated against in the health sector and that their physical health needs are equitably addressed.
Health counsellors are the 'frontline' MND care providers based in each PHC. They are fulltime health workers, modelled on the health counsellor model of the Manas Program for depression; the Ashagram Community Mental Health Programme for people with schizophrenia; and the Home Care Assistant Programme for caregivers of persons with dementia. They are local residents who have passed college and have been trained to detect and provide a range of psychosocial treatments for MND. These will include screening PHC attenders to detect depression and alcohol abuse, brief psychological treatments and psychoeducation, regular yoga courses and adherence management for those taking medication. They are also trained to detect probable cases of severe MND in community settings and refer them to the PHC for diagnostic assessment, support families and caregivers of people with severe MND, and promote inclusion and challenge discrimination against people with MND. Each PHC will have an allocation of four health counsellors, one of whom will be appointed to take overall charge of the implementation of the programme in that PHC. They will be trained by the MHPL in a four month structured training programme based on the curricula developed for the projects cited above. Regular supervision and refresher courses will be held, which will be combined with mental health promotion exercises for these staff.
The levels of care delivery are those based on the usual primary-care model, and adopted by India's National Rural Health Mission (Table 5) .
Apart from these services aimed at detection and treatment of MNDs, the plan will also implement two related activities: • IEC programmes for raising awareness about MND and discrimination based on successful interventions for improving mental health literacy and challenging stigma;
• school mental health programmes based on the WHO Life Skills package, adapted for use in India, aimed to train school teachers and peers. The PHC based health counsellors will be assigned the responsibility to carry out this programme in schools in the health district.
Project management and monitoring
The programme would be monitored by an inter-sectoral advisory board comprising representatives of the government health agency, non-governmental organizations and consumers. This group would meet once every quarter and review the progress of the DMHP, monitor the attainment of targets and, based on these findings, advise on strategy directions for the next reporting period. The group would also report to relevant national health information systems, such as the Noncommunicable Disease Control Program. The group will agree, with the DMHP implementing team, on a set of clear and quantifiable benchmarks (including a time-frame for achieving the pre-determined targets) for facilitating monitoring and audit of the various programme components. Some examples of key indicators that would be used to monitor the DMHP, derived from recent WHO and other reports, are listed in Table 6 . These include a combination of input indicators (such as the number of new human resources trained), process indicators (such as numbers of patients diagnosed/treated) and outcome indicators (such as relapse rates).
Conclusions
The enormous unmet need for care and support for hundreds of millions of children and adults with MNDs is now being increasingly acknowledged as a global health priority. One of the great challenges to scaling up services for people with MNDs has been the limited evidence of efficacious treatments and affordable delivery systems. The emerging evidence of the efficacy and cost-effectiveness of technically simple and affordable treatments delivered by non-specialist health workers is therefore a critically important evidence base for planning scaled-up programmes for people with MNDs.
The plan we have proposed is based on the socio-cultural, epidemiological and health system contexts of a specific location in one country. Although 'one size does not fit all' in health-system interventions, such a plan may serve as a blueprint for other contexts, following appropriate modification and adaptation to ensure its feasibility, acceptability and relevance. Thus, the recent WHO-WONCA review found that there was no single best practice model that can be followed by all countries for integration of mental health in primary care. Rather, "successes have been achieved through sensible local application of broad principles". Although we believe that we have sufficient evidence to begin scaling up immediately, we accept the need for evidence to assess the impact of scaled-up interventions. Thus, there is a need for systematic documentation of the impact of such a plan on a range of indicators we have proposed. Success of this integrated programme would primarily be defined on its impact on closing the treatment gap for people with MNDs through improving access to evidence-based services that lead to improved clinical and functional outcomes. Ultimately, this evidence will be crucial, both to ensure that local programmes achieve optimal outcomes and to guide health policymakers who are still to embark on such programmes. 
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Patel et al. Page 8 Table 1 The messages of the Lancet series on global mental health.
• Mental disorders are so inextricably linked with other public health priorities (such as HIV/AIDS, maternal and child health and diabetes) that there is 'no health without mental health'.
• Resources for mental health care are extremely scarce in most low-and middle-income countries (LAMICs); the resources that do exist are very inequitably distributed and inefficiently utilized.
• There is growing evidence on the efficacy and cost-effectiveness of pharmacological and psychosocial treatments for many mental disorders.
• There are several barriers to scaling up mental health services, notably the stigma associated with mental disorders, poor human resource capacity, weak public health perspective among the mental health professions, weak general health-care systems, lack of political will, poor governance of the health system and lack of a clear and consistent advocacy message.
Patel et al. Page 9 Table 2 A pragmatic classification of mental and neurological disorders (MNDs).
Common MNDs Severe MNDs
Clinical Table 3 Personal/individual interventions for mental and neurological disorders (MNDs).
Disorder Primary treatment Other interventions
Mental retardation • Psychosocial stimulation to promote early child development
• Preventive interventions, for e.g. iodine supplementation, prenatal and newborn screening, improved maternal care, etc.
• Delivery of the integrated MND plan through the primary care system. 
Level of care

